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DEPARTMENY OF PUDLIC MEALTH AND WELFARE . 569§
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ON THiS STUB FHN— Nt
1. ruc:ornum i 2 USUAL RESIDENCE (\mnr- decamad lived. If institution; h:idmm before

2. COUNTY . STATE MISSOURT b COUNTY F admission)
b. CITY (If outside corporate [imits, give TOWNSHIP only) Langth of stay in 1b < CITY ) Inside Limits

oW ST, 1OUIS, M. 1% ST, IDUIS Ve NoD

€. FULL NAME OF 1¥ NOT in houplul Ive locetion) Ingide Limita d. STREET p
HOSPITAL O ( ¢ fon) L A ADDR ‘“ OM five !ﬂlhlm} Reaide on Farm

NSTTAIONS T, ‘LOULS CITY HOSP, #l. |wo o | “"“¥)20 cass =~ -~ - YaO NeO

3. NAME OF DECEASED - First: .. Middle Last - 4. DATE Month - Day Year

(Type or print) LIZZIE PRATHER DEATH s 28 63

5. SEX 6. COLOR OR RACE 7. Married [ Never Maried [J [8. DATE OF BIRTH | 9 AGE (last birnhday) | IF UNDER | YEAR IF UNDER 24 HR

FEMALE. { COLORED Widowsd [p  Divored D 162182879 | B3 Mosths | Deys | Mown | Min.

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPLACE {City and state or country} | 12. CITIZEN OF WHAT COUNTRY

during most of working life, even if retired) .
_ HOUSHAFE - HONE - KENTOCRY -._}_._s.;_.__
.13 FATHE_E’S.NAM_E . 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

UNKNOWN ] , o - DECEASED
T5. WAS DECEASED EVER IN U5 ARMED FORCES? 17. INFORMANT Addres

(Ves. mogggy o] (Hven atve ﬂﬁ"" of serv NADINE - MCKTNNEY=-CARRU THERSVILLE , MISSOURT
4 . »
18. CAMSE OF D!ATH (Enter only one per lina a), (B), -, INTERVAL BETWEEN
PART ). DEATH WAS C.AUSED BY m G_QLM.!JJ - Y ONSET AND DEATH
IMMEDIATE CAUSE [c! - % j

Conditions, if -ny,l DUE TO (b)
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. Elylng cause lust. OUE TO {¢]

' PART ll Oﬂ-lER SIGNIFICANT CONDI'I'IONS CON‘I‘RIBUTING TO DEATH ‘but not releted *to the termiral PART IlI. f decsssed was fernals was
. diseswe condition given in PART | {a) thers & pregnency in lest 90 days.

. T [Dve-| ®rno | D vnkiown
5. WAS A;.H'OPSY 20a. ACCIDENT - sulcme “HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
-PE MED? EURR oo ~ 0 . ]
~YES “NO D PP 3 i . ; . _
<. TIME OF  Houl  Whonth, Day, Year | .
IN.IURY a.m.

—
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_ M_E'nlcm. CERTIFICATION

-t ' p.l'l\ X -
COUNTY
20d INJURY OCCURRED 20e. PLACE OF INJURY (eo i in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK [ form, factory, steed, office bidg., eic) )

NOT WHII.E AT WDRK (m} . . - )
S SWBI 5 WO e 52663

Dthmn.d.o 9. 2 ¥ I i monlhldlhshhdabmomdloﬂmbu:oimhmhdmﬁmﬁnmshﬂd.
22. 9 TURE 2. ADDRESS . '1‘ J . . 22c. DATE SIGNED

- (¥. ’:S(Qauﬁu’- ]/I/M 1515 LAFAYETTE AVE. | 828 &3
s, BURIAL, CREMATION, | 23b. DATE e NME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county} (Statw)

R&"&‘ﬁﬁ?“"” Ge29-1963 CARRU THERSVILLE

24. FUNERAL® DIRECTOR 25. DATE RECD. BY LOCAL REG.

ELLTS FUNFRAL HOME-2820STODDARD ST. MAY 29 1963

Robert P, Kloecker, M.D

USE BLACK INK
OR- :
TYPEWRITER: RIBBON
SHOULD READ -

BY AFFIDAVIT OF

ITEM NO.




- STATEMENT BY LICENSED EMBALMER

| hereby certify that. the body whose name is recorded on the reverse side of this certificate was embalmed by me,

. i

or by _ i . Student Embaimer No.

working under my _personal supervision. ’ |
Student, - - Signedw
Signature of Student Embalmer : - - R
Licensed Embalmer No .'
p. 0. Addressﬁ %

Note: . The above MUST BE SIGNED BY THE LICENSED EMBALMER in his- OWN HANDWRIT!NG (Fallure to comply
with the above constitutes grounds for revocation of license). :

# embalmed by a STUDENT, he also shall sign in his OWN handwrlhng

. If this body.is not embalmed fact-should be so sfated above.
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